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History Signs/Symptoms Working Assessment 

Not inclusive or exclusive 
Things to listen for that may lead you  
   toward  a specific working  
   assessment 

Not inclusive or exclusive 
Signs and/or symptoms to look  
   for that may lead you toward 
   a specific working assessment 

What the patientôs history and assessment 
   of the physical findings lead you to  
   believe the patient needs to be treated 
   for 

 

1st Responder,

BLS or ALS

BLS

ALS

Treatment Algorithm

Yes

No

Yes No

 
 
Notes: 

 Important points to keep in mind when treating patients with the specific working assessment. 

 Defibrillation energies are documented as M ### = monophasic energy waveform and number of joules 
administered;  B ### = biphasic energy waveform and number of joules administered. 
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5 back blows

5 chest thrusts

< 1 year old?

Airway cleared?

Repeat until airway cleared or

patient loses consciousness

Abdominal thrusts

Repeat until airway cleared or

patient loses consciousness

Obstruction

visualized?

Administer oxygen

Reassess breath

sounds

Consider contacting medical control

if patient has stridor or wheezes

Patient conscious?

Able to speak/

effective coughing?
Direct laryngoscopy

Attempt to remove

with Magill forceps

Immediate transport

to the closest

appropriate  ED

Support efforts,

monitor

Removed?

Direct laryngoscopy

Consider ET intubation

Continue/

resume CPR

Administer 1 cycle CPR

Direct laryngoscopy

Still conscious?

Repeat back blows,

chest/abdominal

thrusts until airway

cleared or patient

loses consciousness

Direct laryngoscopy

Consider ET

intubation

Transport

Transport

ALS

BLS

Yes

No

Yes

No

Yes

No

Yes

Yes No

Yes
No

No

No

Administer 1

cycle CPR

Administer 1

cycle CPR

Continue/

resume CPR

Yes

 
 
NOTES: 

 Abdominal thrusts are no longer indicated in unconscious patients. 
 ̧ If unable to clear patient's airway, continue attempts to remove/ventilate and begin immediate 

transport to the closest most appropriate ED. 
 ̧ Combitube insertion is not indicated in respiratory distress secondary to airway obstruction.  
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History: Signs/Symptoms: Working Assessment: 

Known allergy 
New medication 
Insect sting/bite 
History of allergic reactions 
Listen for history of: 
   Hypertension, coronary artery 
   disease or current pregnancy 

Hives, itching, flushing 
Anxiety, restlessness 
Shortness of breath, wheezing, stridor 
Chest tightness 
Hypotension/shock 
Swelling/edema 

Anaphylaxis 
Asthma 
Shock 

 

Limit spread of allergen

Attempt to ID allergen and

route into body

4-lead monitor

Ice on site except snake bite

Limit physical activity

Epinephrine 1:1000 SubQ, IM or autoinjector:

0.15 mg if 2 - 7 years old (5 - 20 kg)

0.3 mg  if >8 and <60 years old (> 21 kg)

Consider Albuterol if

wheezing

Contact medical control if no

improvement

Transport to closest,

appropriate hospital

BLS

ALS

Routine medical care for all patients

NO

BLS unit?

Contact medical control

for all medical orders

Yes
Confirm MED unit has

been dispatched

Age  >2

and <60
Yes

No

Hypotensive (SBP< 90

or age appropriate)

Yes

Contact medical

control

No

Consider diphenhydramine

25 - 50 mg IV or IM

Peds <20 kg : 1 mg/kg

Epi within

last 30 min?
Yes

No

 

Notes: 
 ̧ IV fluid resuscitation should be initiated for all hypotensive patients. 
 ̧ There are NO absolute contraindications to epinephrine administration in life-threatening emergencies.  

Consult on-line medical control. 
 ̧ BLS units must confirm that a MED unit is en route before contacting medical control for administration of 

medication(s). 
 ̧ A physician's order is required for BLS units before administration of epinephrine. 
 ̧ A MED unit must transport any patient receiving epinephrine (self- or EMS-administered) or 

diphenhydramine. 
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            CONSCIOUSNESS  

History: Signs/Symptoms: Working Assessment: 

History of seizure disorder 
Known diabetic 
History of substance abuse 
History of recent trauma 
Presence of medical alert ID 

Unresponsive 
Bizarre behavior 
Cool, diaphoretic skin (hypoglycemia) 
Abdominal pain, Kussmaul respirations, warm & dry 
    skin, fruity breath odor, dehydration (diabetic ketoacidosis) 

Altered LOC 
Insulin shock  
Hypoglycemia 
Diabetic ketoacidosis 
Overdose 

Routine medical care for all patients

Establish blood sugar level

Attempt to establish cause (AEIOU-TIPS-V)

Patient over 2

years old?
Contact medical control

Blood sugar

<80 mg%?

Patient weighs >

100 lbs (45 kg)?

Administer 25 g dextrose IV

Establish blood sugar level after 3 minutes

Blood sugar

<80 mg%?

Administer 25 g dextrose IV

Still has

altered LOC?

Administer 0.5 - 2 mg Narcan IV or IM (if not already done)

Still has

altered LOC?

Administer 500 mg/kg dextrose IV

dilute 1:1 with D5W

Establish blood sugar level after 3 minutes

Blood sugar

<80 mg%?

Administer 500 mg/kg dextrose IV

dilute 1:1 with D5W

Blood sugar

> 400 mg%

No

ALS transport,

monitoring status

Yes

Attempt to establish

cause of LOC

Yes

Contact medical control if patient has

abnormal vital signs, arrhythmia

Transport

Yes

Yes

Yes

Yes

Suspected OD? No

Administer 0.5 - 2 mg

Narcan IV or IM

Consider 2nd dose

of 0.5 - 2 mg

Narcan IV or IM
Still has

altered LOC?

Transport

Consider second dose of 0.5 -  2 mg Narcan IV or IM

BLS

ALS

Any signs of DKA?

Consider ammonia inhalant after all medical

and traumatic causes have been ruled out

Refer to approptriate protocol

No

Patient <8

years old?

Administer 0.1 mg/kg

Narcan IV or IM

Patient cooperative

& able to swallow?

Administer 15 - 25

grams oral glucose

Still has

altered LOC or BS

<80?

No

Monitor & transport No

Establish blood sugar level

after  3 minutes

Yes

Yes No

YesNo

Yes

Yes

No

Yes

No

No

No

No

IV established?

Yes
Administer 1mg glucagon IM

Unable

Establish blood sugar

level after 10  minutes

Transport

Yes

Yes

 
NOTES: 
 

 ̧ AEIOU-TIPS-V = A - alcohol, airway, arrest; E- epilepsy, electrolytes, endocrine; I - insulin; O - overdose, oxygen depletion, 
opiates; U - Uremia/chronic organ failure; T - trauma, tumors, temperature; I - infection; P - psychiatric, pseudoseizures; S - 
Syncope, shock, stroke, sickle cell crisis; V - vascular/lack of blood flow 

 ̧ If the patient is suspected of being unconscious due to a narcotic overdose, restraining the patient may be considered before 
administering Narcan. 

 ̧ Patients with a blood sugar in excess of 400 mg% and/or with signs/symptoms of diabetic ketoacidosis (Kussmaul 
respirations, dehydration, abdominal pain, altered LOC) must be monitored and transported by the ALS unit. 

 ̧ A 12-lead ECG should be obtained for all diabetic patients with atypical chest pain or abdominal pain or other symptoms that 
may be consistent with atypical presentation of angina or acute myocardial infarction. 

 ̧ BLS personnel may assist in patient prescribed IM administration of 1mg glucagon if IV access is not available. 
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History: Signs/Symptoms: Working Assessment: 

History of cardiac problems: bypass, cath, stent, CHF 
Hypertension 
Diabetes 
Positive family history 
Smoker 
Cocaine use within last 24 hours 
Available nitroglycerine prescribed for patient 

Chest, jaw, left arm, epigastric pain 
Nausea 
Diaphoresis 
Shortness of breath 
Acute fatigue/ Generalized weakness 
Syncope 
Palpitations 
Abnormal rhythm strip: ectopy, BBB, new 
     onset atrial fibrillation 

Angina/MI 

 Viagra or

Viagra-like med in last  24

hours?

Administer patient

prescribed NTG

Obtain & transmit 12 lead ECG

12 lead = AMI,

symptomatic 2nd/3rd degree block,

significant vent. ectopy

Repeat NTG q 3 min for total of 3 doses

if pt c/o pain and has SBP > 100

Contact medical control
(If patient hasn't taken Viagra or

Viagra-like med within last 24

hours and  SBP > 100, administer

4th NTG while waiting for MD)

Yes

No

No

No Contact medical control

Continue NTG  and transport

to closest appropriate hospital

BLS

ALS

Routine medical care for all patients

Patient took aspirin

within last 24 hours?

Administer 4 chewable

baby aspirin (81 mg each)

Confirm MED unit has been dispatched

Pt > 16 years old?

Yes

Any pain relief

after 3 NTG?

Yes

Confirm patient has no allergy to aspirin; is not currently taking

blood thinners (Coumadin, Heparin); does not have a bleeding

disorder, confirmed or suspected GI bleed, ulcer or asthma

No

 Systolic

BP <100?

No

No

BLS unit?Yes

No

Administer NTG

Monitor patient and

provide usual care until

ALS unit arrives

Contact medical control

for order

Patient has

own NTG?

Yes

No

Morphine 4 mg

IV, IM, or subQ

Any pain

relief?

Yes

If patient took less than

325 mg, administer

difference up to 325 mg

Yes

No

Yes

Yes

 
Notes: 

 ̧ BLS units must confirm that a MED unit is en route before administering medications.  The MED unit must transport patients 
who receive or have taken their own aspirin or NTG within the last 2 hours. 

 ̧ A 12-lead ECG should be done on all patients with a working assessment of Angina/MI, even if pain free. 
 ̧ A 12-lead ECG should be done as soon as possible after treatment is started. 
 ̧ If the patientôs symptoms have been relieved but return, repeat 12-lead ECG and continue NTG every 3 minutes until the 

patient is pain free. 
 ̧ An IV line should be established before, or as soon as possible, after administering NTG. 
 ̧ If a patient experiences sudden hypotension (SBP < 90 mm Hg) after administration of NTG, begin administration of a 500 ml 

Normal Saline fluid bolus and contact medical control. 
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History: Signs/Symptoms: Working Assessment: 

History of hypertension 
History of arteriosclerosis  
Elderly male  
 
 

Abdominal or back pain 
Pulsating mass in abdomen 
"Ripping", "tearing", "sharp" pain 
Unequal pulses in left and right pedal pulse points 
Hyper- or hypotension 

Abdominal aortic 
aneurysm/ dissection 
 

Chest pain 
"Ripping", "tearing", "sharp" pain 
Distended neck veins (JVD) 
Unequal pulses in left and right radial pulse points 
Narrow pulse pressure 
Different blood pressures in left and right arms 
Hyper- or hypotension 

Thoracic aortic aneurysm/ 
dissection 

 

Initiate large bore IV;

run wide open

Consider inflating abdominal

and leg portions of PASG for

abdominal aneurysm/dissection only

Inititate large bore IV;

run TKO
Hypotensive?

Consider applying PASG

Expedite transport to the

closest appropriate facility

BLS

ALS

Routine medical care

for all patients

No

Yes

 
 
NOTES: 

 PASG is contraindicated in thoracic aneurysm/dissection. 

 Rapid transport to the closest appropriate facility is mandatory for all suspected aortic aneurysms 
and dissections.  These patients may need immediate surgery. 

 Aortic aneurysms occur most often in elderly males with a history of hypertension and/or 
arteriosclerosis. 

 Thoracic aortic aneurysms may have signs and symptoms of stroke or myocardial infarction. 
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             EVENT (ALTE) 
 
 

History Signs/Symptoms Working Assessment 

Respiratory infection  
GI reflux  
Seizure 
Premature birth 
Drug exposure 
Shaken baby syndrome (child abuse) 
Cardiac arrhythmia 

May be asymptomatic at time of assessment 
 

Apparent Life Threatening 
Event (ALTE) 

 

Caregiver reports  any signs/symptoms of ALTE:

- skin color change (pale, cyanotic, blue)

- Decreased muscle tone (floppy)

- Any episode of apnea regardless of duration

- Baby required vigorous stimulation to arouse

- Bystander administered CPR

Transport

Confirm MED unit has been

dispatched

BLS or ALS

ALS Only

1st Responder

BLS or ALS

Monitor ECG

Monitor pulse ox

Provide age

appropriate care

Contact medical control

as necessary

Determine blood sugar level

Patient is < 90

days old?
Yes

Patient symptomatic

OR with abnormal age

appropriate vital signs?

No

Yes

Provide age

appropriate care

Transport

No
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Intubate

Patient in Asystole in all 3 leads

1.0 mg Epinephrine IV/IO

every 3 - 5 minutes

1.0 mg Atropine IV/IO

every 3 - 5 minutes until

maximum dose of 0.04 mg/kg

Contact medical control

Patient <8

years old?

Establish IV

1:10,000 Epinephrine IV/IO (0.01mg/kg)

 1:1000 Epinephrine ET (0.1mg/kg)

  every 3 minutes

No
Patient <16

years old?

No

Yes

BLS

ALS

Establish IO after 1

minute of unsuccessful IV attempts

Establish IO after 3

minutes of unsuccessful IV attempts

Establish IV

Establish IV

Establish IO after 1

minute of unsuccessful

IV attempts

Universal care for patients

in cardiac arrest

Connect and record ET CO2

Search for &  treat identified

reversible causes

Yes

 
NOTES: 

 ̧ Potentially reversible causes of asystole: OD, hypovolemia, pneumothorax, tamponade, 
hypothermia, hypoxia, acidosis, hyper/hypokalemia, PE, coronary thrombosis. 

 ̧ When unable to establish an IV, epinephrine and atropine are to be administered via ETT at 2.0 mg 
doses. 

 ̧ The maximum total dose of atropine is 0.04 mg/kg. 
 ̧ For pediatric patients: 

Atropine is not indicated in patients less than 8 years old. 
High dose epinephrine is not indicated in pediatric patients with IV/IO access.   
High dose epinephrine is only indicated when administered via ETT. 
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History: Signs/Symptoms: Working Assessment: 

Type of burn:  thermal, electrical,  
     chemical, radiation 
Inhalation injury 
Confined space  
Associated trauma 
Loss of consciousness 

Burn, pain, swelling 
Dizziness/ loss of consciousness 
Hypotension/shock 
Airway compromise/distress 
Singed facial or nasal hair 
Hoarseness 
Soot in airway passages 

1st degree - red and painful 
2nd degree (partial thickness)-  
    blistering  
3rd degree (full thickness) -  
    painless and charred or  
    leather-like appearance 

Stop the burning process

Remove clothing, jewelry and any constricting materials

Determine cause of burn

Determine extent of burn using Rule of 9s

More than  9%

total body surface area

burned?

Apply sterile

wet dressings

Apply sterile

dry dressings

Consider morphine 2 mg IV, IM, or SQ for pain  (a maximum

of four - 2 mg dose may be administered if needed)

Obtain IV access in unburned extremity if possible

No

Patient less

than 8 years?

Consider morphine  0.1 mg/kg IV, IM, or SQ

(one dose only; maximum dose 2 mg)
Yes

No

Patient less

than 8 years?

Evidence of

inhalation injury?
Consider intubationYes

NoBLS

ALS

More than 18%

total body surface area

burned?

Patient less

than 8 years?

Patient less

than 8 years?

Transport to

CHOW

Transport to

CHOW

Transport to

burn center

Transport to

burn center

Routine medical care for all patients

Yes

No

Transport to

CHOW

Transport to

appropriate facility

Yes

Yes No

Yes No

Yes No

 
 
NOTES: 

 Burn patients who also sustained major/multiple trauma must be transported to the Trauma Center. 

 Patients who suffered electrical injury must have continuous ECG monitoring en rout to the hospital. 
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Establish unresponsiveness;  confirm absence

of pulse and respirations

Start CPR, search for probable etiology

of cardiac arrest

Notify medical examiner,

police, relatives

Arrange transport of

the deceased

Resuscitation

attempted?

Successful

 resuscitation?

Terminated

in the field?
YesNo

Yes

Stabilize and transport

No

Continue resuscitation

BLS

ALS

Apply appropriate resuscitation protocol

(based on presenting rhythm)

Contact medical control

Trauma - apply trauma

protocol

Hypothermia - apply

hypothermia protocol
Medical/cardiacSIDS

Look for physiologic

cause, i.e. hypothermia,

hypoglycemia

No

Body in rig/

public view?

Consider transport to

Medical Examiner's Office

No Yes

Yes

· Hypovolemia

· Hypoxia

· Acidosis

· Hyperkalemia

· Hypoglycemia

· Hypothermia

· Toxins

· Tamponade

· Pneumothorax

· MI

· PE

 
 
NOTES: 

 ̧ BLS shall be started on all patients in cardiac arrest with the exception of victims with: decapitation; rigor 
mortis; evidence of tissue decomposition; dependent lividity; presence of a valid Do-Not-Resuscitate order. 

 

 ̧ Medical control is to be consulted on all resuscitation attempts unless ROSC in adults with SBP > 90 and no 
ectopy. 

 

 ̧ An ALS resuscitation attempt requires an order from medical control to terminate the attempt, regardless of 
the circumstances.  The paramedic team must continue the resuscitation attempt begun with a defibrillation by 
an EMT-D unit from the point in the protocol where the EMT-D team transfers patient care to the ALS team 
and must contact medical control. 

 

 ̧ Medical control is to be consulted on all questionable resuscitations.  CPR and ALS procedures will neither be 
withheld nor delayed while the decision regarding resuscitation is made.  

 

 ̧ Routine use of Amiodarone or lidocaine after successful defibrillation is not indicated. 
 

 ̧ For the suspected hypothermic patient in cardiac arrest, transport immediately to the Trauma Center.  If the 
patient is in Vfib, defibrillate once at 120 joules (2 joules/kg or patients less than 8 years old).  Resuscitation 
must be attempted in traumatic cardiac arrests if the patient is in Vfib (defibrillate at 120 joules once and 
transport) or if the patient has a narrow QRS complex, regardless of the rate. 

 ̧ For SIDS patients consider possible physiologic causes:  hypothermia - warm the baby; hypoglycemia - check 
blood sugar and contact medical control. 
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    ACCIDENT/ TRANSIENT ISCHEMIC ATTACK (CVA/TIA) 
 

History: Signs/Symptoms: Working Assessment: 

High blood pressure 
Cigarette smoking 
History of CVA or TIAs 
Heart Disease 
Diabetes mellitus 
Atrial fibrillation 
Medications (anticoagulants) 
Positive family history 

Unilateral paralysis or weakness 
Numbness, weakness 
Facial droop 
Language disturbance 
Visual disturbance 
Monocular blindness 
Vertigo 
Headache 
Seizures 

CVA or TIA 
 
Consider other causes: 
Hypoglycemia 
Seizure disorder 
Trauma 
Ingestion 

Monitor ECG as needed

Establish and document

onset of symptoms

Obtain IV access as needed

Contact medical control as

needed

Expedite transport

BLS

ALS

Patient requires

ALS intervention?
No

Yes

Expedite transport

Routine medical care

for all patients

Test for and report Cincinnati Stroke Scale results:

Unilateral arm weakness (arm drift)

Unilateral facial muscle weakness (smile test)

Speech impairment ("The lake is blue in Milwaukee")

Establish blood sugar

 
 

NOTES: 

 Report to receiving hospital should include positive and negative results for Cincinnati Stroke Scale, 
addressing all three areas. Take precautions to avoid accidental injury to paralyzed extremities 
during patient movement. 

 If time of symptom onset is well established as less than three hours, total scene time should be 
less than ten minutes. Patients may be candidates for aggressive stroke intervention treatments. 
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History Signs/Symptoms Working Assessment 

Known chemical exposure 
Multiple patients with similar 
    symptoms (e.g. seizures)  
 

Salivation (drooling) 
Lacrimation (tearing) 
Urination 
Defecation (diarrhea) 
Generalized twitching/seizures 
Emesis (vomiting) 
Miosis (pinpoint pupils) 

Exposure to nerve agents or 
    organophosphates (e.g. insecticides) 

 

This is intended to be used only in cases of possible exposure to nerve agents or other organophosphates 
(e.g. insecticides). 

Scene safety/universal precautions

Refer to Mass Casualty Triage

standard of care, if applicable

Remove patient from contaminated scene

Remove clothing and decontaminate

Refer to S.T.A.R.T. Triage standard of care

Patient has

symptoms?

Monitor for symptoms

Treat and transport as necessary

ALS evaluation

Difficulty breathing?

Albuterol 2.5 mg HHN

Repeat as needed

Treat as burn

Diazepam Autoinjector IM

or Midazolam 4 mg IV or IM

O2 100% NRB

Yes
Seizure?

Blisters, red skin,

red burning eyes?
Yes

Increasing

difficulty breathing with

rhinorrhea?

YesAble to speak in

full sentences?

Wheezing?

Administer DuoDote kit:

Atropine 2.1 mg IM

2-PAM 600 mg IM

Pinpoint pupils

/ rhinorrhea?

Relief?

Repeat atropine 2 mg

IV/IM every 5 minutes

to a total of 20 mg

Yes

Provice supportive

care

Transport

No

Yes No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Administer up to 2

additional DuoDote kits

Relief? Yes

No

 
 

NOTES: 

 If symptoms of SLUDGEM appear, the first step is to remove the patient from the contaminated area as 
quickly as possible.  This is often the only treatment needed. 

 If vapor exposure alone, no need for skin decontamination. 

 Administration of atropine is indicated only if there is an increasing difficulty breathing (inability to speak 
in full sentences) and rhinorrhea.  If miosis alone, do not administer atropine. 

 A total of three DuoDote kits may be administered to a single patient. 

 Premature administration of the DuoDote kit poses a higher risk of death due to atropine-induced MI 
 

2-10.1  



Initiated:  5/10/00 MILWAUKEE COUNTY EMS Approved by:  Ronald Pirrallo, MD, MHSA 

Reviewed/revised: 6/1/05 MEDICAL PROTOCOL Signature: 

Revision:  4 DO NOT RESUSCITATE Page 1 of 1 

 ORDERS  
 
 

Establish unresponsiveness;  confirm

absence of pulse and respirations

Verify order clearly states, "Do Not Resuscitate",

is dated and signed by a physician

Begin resuscitation attempt for all

questionable DNR situations.

Consult medical control for any

questionable resuscitation attempts

Valid DNR order?Cease resuscitation attemptYes

No

Is patient wearing a

Wisconsin DNR bracelet?

No

BLS

ALS
Cease resuscitation attemptYes

Does patient have a

written DNR order?
Yes

No

 
 
 
 
NOTES: 

 ̧ A metal ñmedic alertò bracelet qualifies as a DNR order for all EMS providers 
 ̧ A patientôs guardian may override the DNR order.  For these situations, begin resuscitation efforts 

and consult medical control for further orders. 
 ̧ EMS providers may not accept verbal orders from a private physician who is not physically present 

at the scene.  Input from the private physician is welcomed, but should be communicated directly to 
medical control.  The EMS team should facilitate the communication between those physicians. 

 ̧ An on-scene physician accepting responsibility for the care of the patient must write, sign and date a 
"Do-Not-Resuscitate" order on the EMS run report.   

 ̧ Modification of or withholding medical care based on a "Living Will" or "Medical/Health Care Power 
of Attorney" or other document must be approved by medical control.  Appropriate medical care will 
be provided to the patient while a direct order from medical control is obtained. 
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History: Signs/Symptoms: Working Assessment: 

Patient found submerged in water Altered level of consciousness 
Vomiting/aspiration 
Possible c-spine injury 
Possible hypothermia 
Possible cardiac arrest 

Drowning 

 

Rescue patient safely

Treat patient as medical

cardiac arrest

Cardiorespiratory

arrest?
Hypothermic?No Yes

Defibrillate once

if indicated

Yes No

Rapid transport to

Trauma Center

Begin CPR

Move to warm environment

Obtain IV access

Contact medical control for

necessary orders

Minimize heat loss from the patient

Transport

Consider c-spine precautions

BLS

ALS

Routine medical care

for all patients

 
 
 
 
 
 
 
NOTES: 

 Estimate the time of submersion. 

 Note the type of water involved, i.e. bathtub, pool, lake, polluted, etc. 

 Estimate the temperature of the water.   

 Resuscitation should not be terminated until patient is adequately rewarmed. 
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ABDOMINAL COMPLAINTS 
 

History: Signs/Symptoms: Working Assessment: 

History of abdominal problems: 
Ulcers, hiatal hernia, surgery  
Renal, liver, pancreatic, gall bladder 
    disease 
Onset, duration, severity, radiation 
    of pain 
Character of pain: crampy, sharp, 
    dull, constant 
Last meal 

Pain 
Nausea, vomiting 
Diarrhea 
Change in elimination patterns 
Guarding, rigidity 
Hematemesis, melena 
Distention 
 

Abdominal pain 
GI bleed 
Acute abdomen 
Organ disease 
 
Consider other causes: 
Acute MI 
Abdominal aneurysm 
Ectopic pregnancy 
Diabetic ketoacidosis 

 

Obtain IV access

Contact medical control

as necessary

Hypotensive?

No

Suspected

cardiac origin?

No

Yes

Consider AAA

Consider transport to

Trauma Center

Consider GI bleed

Traumatic

origin?

No

Yes

Yes

Consider IV bolus

Transport

Consider ectopic pregnancy

Diabetic? Determine blood sugarYes

Assess for signs of DKANo

Obtain IV access as necessary

BLS

ALS

ALS care

required?
Yes

No

Routine medical care

for all patients

Refer to trauma protocol

Refer to chest pain protocol
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History: Signs/Symptoms: Working Assessment: 

Patient found hanging Altered level of consciousness 
Possible c-spine injury 
Possible cardiac arrest 
Respiratory distress 

Hanging 

 
 

Rescue safely

C-spine precautions

Cardiorespiratory

arrest?
YesBegin CPR

Treat as medical arrest No

Contact medical control

as needed

Transport

Establish IV as needed

ALS care required?

Transport

BLS

ALS
Routine medical care

for all patients

Yes No

 
 
 
NOTES: 

 A patient in cardiorespiratory arrest is to be treated as a medical arrest and resuscitation is to be 
attempted at the scene. 

 Attempt to determine and document accidental versus intentional injury, history of substance abuse 
and history of prior suicide attempts. 

 Attempt to determine length of time patient was hanging. 
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History: Signs/Symptoms: Working Assessment: 

Exposure to increased temperatures 
   and/or humidity 
Physical exertion 
Decreased fluid intake  
Patient taking antidepressants or  
   antipsychotic medications 
Patient age - very young or elderly 

Altered level of consciousness 
Hot, dry or sweaty skin 
Hypotension or shock 
Seizures 
Nausea/vomiting 
Fatigue 
Muscle cramping 

Heat cramps 
Heat exhaustion 
Heat stroke 

 

Move to cool env ironment

Remove clothing

High core body

temperature?

Establish IV as needed

Contact medical

control as needed

Transport

Apply  ice to neck,

ax illa, groin
Yes

No

ALS care

required?
Yes

No

Transport

BLS

ALS

Routine medical care

for all patients

 
 
NOTES: 

 The following patients are more prone to heat related illnesses: 
o Very young and elderly patients; 
o Patients on antidepressants, antipsychotic medications, or patients who have ingested 

alcohol. 

 Cocaine, amphetamines, and salicylates may elevate body temperature. 

 Heat cramps consist of benign muscle cramping due to dehydration and are not associated with 
elevated core temperature. 

 Heat exhaustion consists of dehydration, dizziness, fever, mental status changes, headache, 
cramping, nausea and vomiting.  Patients are usually tachycardic, hypotensive and hyperthermic. 

 Heat stroke consists of dehydration, tachycardia, hypotension, temperature >104F (40C).  
Patients with heat stroke generally lose the ability to sweat. 
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